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By cecum mobile is meant an abnormal motility of the cecum 
and lower portion of the ascending colon. This may be purely 
anatomical and give rise to no clinical symptoms, or, as a result of 
movement of the cecum, kinks may be produced, causing partial 
or temporary obstruction ultimately giving rise to more or Jess 
atony and dilatation of the cecum with associated clinical symptoms. 

The term was first employed by ITaussmann, 3 who in 1904 
reported S cases characterised by fairly similar clinical signs, the 
cause of which lie ascribed to this abnormal condition whose exist¬ 
ence he determined purely by physical examination. 

The various malpositions of the large bowel have been the sub¬ 
ject of attention on the part of anatomists for many centuries, and 
Schultz 3 has collected the description of these anomalies in Morg¬ 
agni’s writings. Curschmann, 1 in 1S94, was the first to attempt a 
systematic study of the possible relation of these malpositions to 
various clinical manifestations. In the course of this article he 
describes several cases of reflection upward of the cecum with a 

1 Read before the College of Physicians of Philadelphia, November 1, 1011. 

* Berlin. klin. Woch., 1901, No. 44. p. 1153. 

* Case 14. “The beginning of the ascending colon lay deeper than normal." Case 19. "The 
ascending colon was so bent and doubled upon itself that the fundus of the cecum, directed 
upward, touched the portion of the transverse colon lying under the liver.” Case 3. "The 
colon overlying the small intestines passed upward from the right hypochondrium to the um¬ 
bilicus.” Vesaliua has pictured the reflection upward of the colon. 

* Dcutsch. Archiv f. klin. Med.. 1894, liii, 1. 
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sharp kink that caused complete obstruction; in one instance the 
blind end of the cecum was close to the edge of the liver. lie was 
able to demonstrate that anomalies of the mesentery and meso¬ 
colon were responsible for these displacements, and therefore 
indirectly for the clinical symptoms. He noted also that when the 
attachment of the mesocolon of the cecum to the posterior parietal 
peritoneum did not occur, the cecum might be found in the region 
of the umbilicus, giving rise to a “ Wander cecum” or floating cecum. 

Haussmann’s S cases were all characterized by attacks of colic, 
usually beginning with constipation, and the presence during the 
attacks of a movable tumor in the right lower quadrant of the 
abdomen that could be pushed upward leaving an empty space in 
the right iliac fossa. The number of his cases has since been 
increased to 143, none of which, curiously enough, at the time of 
his last publication, had been confirmed either by autopsy or 
operation, chiefly he complains because consultants did not recog¬ 
nize the existence of the condition, and therefore would not concur 
in the diagnosis. His paper attracted very little attention, and it 
was not until Wilms 5 reported 40 operative cases that the physicians 
of Germany began to regard cecum mobile as an actual clinical 
disease. He had observed that many cases of so-called chronic 
appendicitis were not relieved by appendectomy, particularly if 
the appendix was not adherent, and inferred that his inability to 
obtain statistics regarding the end results of operations for chronic 
appendicitis was due to the uncertainty and indefinite character 
of the benefit derived from them. It occurred to him, therefore, 
that other factors than disease of the appendix might be active in 
causing the symptoms, and after some study he reached the con¬ 
clusion that the pain at least might be due to a long cecum mobile. 
This might permit the stretching or tearing of the nerves in the 
mesentery and mesenteriolum, and at any rate be responsible for 
the tenderness at McBurney’s point. These cases in which the 
appendix and cecum are freely movable, are theoretically not cur¬ 
able by appendectomy alone, and accordingly lie devised an oper¬ 
ation for the fixation of the cecum by means of broad adhesions 
to a sort of pocket formed in the iliac fossa. In 40 cases this gave 
good results. 

The observation of Wilms that operations in cases of so-called 
chronic appendicitis failed in many cases to relieve the symptoms 
had been frequently made by clinicians prior to the publication of 
his article. AIbu, 6 in particular, had called attention to this point, 
although he did not suggest any satisfactory explanation. It is 
noteworthy that in the text-books of neither Denver nor Kelly are 
any statistical studies made of their operative results in these con¬ 
ditions, although the experience of both must be very large. 

1 Dcut. tnril. Woch., 11IOS. p. 1756; Zcntnillil. f. Chirunpc. : rpl -rumT 12. I'.HIS, p. 217. 

* Deutscli. m«l. Woch.. 1005. No. 26, p. 1065. 
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In the brief period that has elapsed since Wilms' article, cecum 
mobile has excited the liveliest interest among the German and 
Russian internists and surgeons. Fischler, 7 in 1909, was able to 
report 41 cases and to give the first comprehensive description of 
the symptoms from the medical standpoint, and Klose, 8 in a series 
of articles published in 1910, again discussed the diagnosis and 
reported^tlie results of surgical measures in 12 cases. Of these 12 
the first i were discovered only after the abdomen had been opened, 
but with the experience gained from these the last f> were diag¬ 
nosticated before operation. Wiemann, 9 Hciler, 10 and Strasehenko, 11 
have also reported cases and discussed the condition. So far as I 
know, it has not attracted the attention of French, Knglisli, or 
American medical writers. 

The anatomical basis appears to be a congenital malformation 
of the mesocolon of the cecum, of such a nature that for some 
distance along the ascending colon it maintains the type of the 
mesentery and is not attached to the parietal peritoneum. 12 This 
permits to the part at large all the freedom of movement char¬ 
acteristic of a loop of small intestines, and, indeed, ns a result of the 
greater length of the mesentery and the less confined position of 
the first portion of the colon, considerably greater displacement 
may take place. That this malformation occurs, as the Germans 
contend, in the latter part of the second month of pregnancy 
appears to me to be an illogical assumption. It first becomes mani¬ 
fest when the primitive gut begins to differentiate, but the predis¬ 
position must exist from the beginning of independent embryonal 
existence. This defect of the mesocolon is, of course, not in itself 
a morbid condition, and may exist without giving rise to any 
clinical manifestations whatever, but it renders certain forms of 
obstruction possible that cause the attacks and secondarily the 
distention and atony of the cecum. These obstructions arc of 
three types: (1) The formation of a kink usually near and below 
the hepatic flexure; (2) the reflection upward and forward of the 
cecum upon the ascending colon until, indeed, in the most extreme 
cases, the caput coli may touch the liver; (3) volvulus of the cecum. 
Two cases of the second type and one of the third type were reported 
by Curschmann. These, however, are not the only lesions that 
may give rise to these symptoms, for not less than 3 of Klose’s 12 
cases showed at operation, adhesions pulling the cecum downward 
and thus producing obstruction. 


* Mitteil. a. d. Grcntgcbcit d. Med. u. Chir.. 5909. xx, fiG3. 

» Beitrigc t. klin. Chinirgie, 1909. v«,t. lain. Heft 3; Fortschr. d. Med.. 1909. No. 1C: MOneh 
med. Woch., 1910, p. 318. 

• Deutsche med. Woch.. 1909, p. 14G. 

*• MQnch. med. Woch., 1910, No. 11, p. 5S7. 

11 Arehiv. f. Verdauungskrankheiten. Band xvii. Heft 1. 

" ThU condition iuu»lly extend, for from one-h.If to t.o-tl.inl. of the lenml, „f 
colon, according to Wandcl. and in six of his sewn case* *• as far as the liver. 
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Haussmann recognizes two varieties—(1) passive mobility, and 
(2) spontaneous mobility. The latter is subdivided into three 
types according to the level to which the caput coli can be dis¬ 
placed—to the crest of the ilium, above the crest, and to the costal 
margin. I have yet to observe a case in which I could demonstrate 
to my satisfaction any such extreme motility as in the third type. 

There appears to be much difference of opinion regarding its 
frequency, a difference due in large part to varying standards. It 
is, therefore, impossible to compare or even to attempt to reconcile 
the figures that have been given by various investigators. Thus 
an abnormally movable cecum was found by Engel, 13 in 10 per 
cent, of the subjects he examined; Treves 14 found extreme motility 
in 11 of his 100 dissections;* Dreicka found a common mesentery 
of the ileum and cecum in 23 per cent, of the cadavers that he 
examined. The most important statistics are those given by 
Wandel. 15 In 040 autopsies carefully studied with reference to this 
particular point, he found in 00 mobility of sufficient degree to 
permit kinking, torsion or displacement; of these, 2S were children, 
and although the whole number of children examined is not given, 
it is stated that the proportion is greater than in adults. In S of 
the 00 cases, the cecum was turned forward and upward, but in 
the majority the position of the organ was normal. In regard to 
the frequency with which symptoms are produced, 1 have found 
only one definite statement. During the period in which Klose 
and Rehn operated upon 12 cases of cecum mobile, they also 
operated upon SO cases of chronic appendicitis; that is, 15 per 
cent, of all supposed cases of chronic appendicitis may be due to 
cecum mobile. 

The figures of Haussmann 16 —143 cases observed in six years— 
indicate an enormous clinical material; a readiness to make the 
diagnosis, or a singular blindness on the part of the whole medical 
profession to a very common condition. Fischler gives no definite 
figures, but is content to surmise that “a large part of the troubles 
heretofore collected under the name of chronic appendicitis is due 
to a more or less pronounced muscular insufficiency of the cecum, 
a typhlatonia.” lie has observed 41 cases, but fails to state in how 
long a period, or what proportion they formed of his other cases. 
Indirect evidence may be found in the article of Wandel, who has 
collected from the literature a large number of cases of volvulus of 
the cecum and ascending colon which were only possible as a result 
of their abnormal mobility. 

There appears to be some difference of opinion regarding the 
symptomatology of these eases. According to Fischler the clinical 


IJ Wien. mnl. W«r!»., IS.”, No. 30 to 41. p. 333 cl »c«j. 

14 British Medical Journal. ISS5, p. 474. 

u Mittcil. a. d. Grvnigebiflo d. M edit in u. d. Chirurjcio. vol. xi. p. 31*. 
w IJie mclhndische InU-atinalc Palpation, Berlin, 1010. 
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picture is fairly uniform. Attacks of colic occur at irregular inter¬ 
vals, but with a general tendency to increase in frequency, severity, 
and duration. Each usually begins with a longer or shorter period 
of constipation, and there is severe pain lasting for a few hours, 
about two according to Klose, or more rarely for several days, and 
terminating in a copious discharge of feces. During the attack 
there is loss of appetite and perhaps nausea and even vomiting; 
the temperature is either normal or, if fever occurs, it is slight. The 
leukocyte count is normal. A mass can be felt in the right lower 
quadrant about the size of a small apple, firm, but not hard, and 
elastic, but^ not doughy. Nothing can be felt on the left side. 
Tenderness is usually present, and is most distinct near McBurncy’s 
point. Gurgling can usually be elicited. Posture has a pronounced 
effect upon the pain. If the patient stands or sits the pain is worse. 
.It is relieved, and indeed the attack may sometimes be terminated, 
if the patient lies upon the back or particularly upon the right side. 
Predisposing factors are exertion and the indulgence in food that 
produces flatulence. During the interval the patient may be 
subjectively well,' but usually symptoms of chronic colitis are 
present; that is, alternating diarrhea and constipation, mucus in 
the stools, and intestinal flatus. In spite of Fischler’s large experi¬ 
ence, it seems that such a characteristic clinical picture cannot he 
present in the majority of cases, and I am, therefore, more inclined 
to agree with Wiemann, 17 who believes that obstinate constipation 
not yielding to laxatives is the most characteristic feature. Ifatiss- 
mann is more interested in the physical examination of his patients 
than in the symptomatology. Klose apparently considers that 
the symptom complex ascribed to chronic appendicitis is also the 
symptom complex of cecum mobile. 

The physical signs are those by which the displacement, the 
distention, and the atony of the cecum are recognized. They may 
be divided into signs obtained by palpation, by inflation of the 
colon, and by the x-rays. That the cecum can be palpated in a 
large percentage of cases is no longer a matter of dispute. Clin¬ 
icians have obtained somewhat different figures, depending upon 
their skill and material, since Franz Glenard first described the 
boudin cccalc. Obrastow, 18 in 109 men found a palpable cecum .56 
times, or in 51.4 per cent., and in 60 women, 35 times, or 5S per 
cent. Ilaussmann claims to have palpated the cecum in no less 
than 256 of 300 persons, or in SO per cent. 

In order to test this subject I have analyzed the results of 
the physical examinations of the abdomen made upon 312 office 
patients within the last year. The conditions of the examinations 
in all these patients were approximately the same. They were all 


17 Dent. me!. W««-li., 10011. p. 1-16. 

" Archiv f. Vcnlauung*krankhciti-n. vol. i. p. 203. 
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ambulant patients, and represented a considerable variety of 
clinical conditions, many of them having no symptoms referable 
to the abdomen whatever. Sixtv-two, or about 20 per cent, had 
a distinctly palpable cecum. This varied from a soft, indefinite, 
movable mass to a distinctly palpable, tympanitic, balloon-like 
body. The position was variable, in some cases nearer the anterior 
superior spine, and in others nearer the median line. The lower 
edge, as determined by palpation and percussion, varied between 
a point 2 inches below the interspinal line to a point 1. inch above 
it. In many cases no note was made of its exact position, and 
therefore the frequency of these variations cannot be given. In 
nineteen of these sixty-two cases, that is, in about 30 per cent., 
there was more or less tenderness. As a rule, this amounted merely 
to some discomfort upon deep firm pressure, and was not associated 
with flinching or ridigitv. Tenderness of this character was not 
recorded as such unless it was not present simultaneously at the 
corresponding point on the left side. In a few cases there was 
slight rigidity. There were no cases of certain acute appendicitis 
seen in the office. In 52 cases, about 17 per cent., there was slight 
tenderness of about the same degree over McBurney’s point, 
not associated with a palpable colon. This was frequently variable, 
being found only once in a series of observations. At other times 
it was more or less constant, and probably indicated the existence 
of a chronic appendicitis or of some other inflammatory lesion in 
this region. 

In the atonic condition the cecum is felt as a somewhat indistinct 
cylindrical or pear-shaped mass that can be passively displaced. 
It is usually tender, but rigidity and flinching arc rarely observed. 
If present they suggest an inflammatory complication. Gurgling on 
pressure is a characteristic sign, splashing is rare. It may be pos¬ 
sible to cause air to pass through the ileocecal valve into the ileum 
according to Hertz’s method, but this would be at best difficult to 
recognize. A diminished resistance just below Mcllurney’s point, 
or a hollowness of the iliac fossa due to the upward movement of 
the cecum has also been noted by Haussmann. Inflation gives 
rise to two signs—disproportionate distention of the cecum and 
more or less evidence of insufficiency of the ileocecal valve. Regard¬ 
ing the former the explanation of Anschuetz 19 appears to have been 
unreservedly accepted. This is as follows: If two dilatable bodies 
with walls of the same elasticity are subjected to the same dilating 
force, the degree of dilatation is proportionate to the squares of 
the diameters. That is, if the lumen of the cecum is two or three 
times as great as that of the transverse or descending colon, the 
former will be dilated from four to nine times as much. Evidence 
of insufficiency of the ileocecal valve is the tympanitic distention 


** Arcliiv f. klin. Ckirurgie, 1902, Ixviii, 193. 
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of tile central parts of the abdomen. This condition was carefully 
studied hy Hertz, 20 who ascribed to it the symptoms of constipation 
and flatulence. He also observed, in 1902, cases that might now 
he diagnosticated as typhlatonia or cecum mobile. The experi¬ 
mental inflation of the colon in these eases nearly always precipitates 
a characteristic attack. 

The information yielded hy the x-ray pictures of the colon has 
been studied carefully only hy Klosc. Ordinarily at the end of 
twenty-four hours a suspension of bismuth taken by the mouth is 
found in the descending colon and the rectum. In cecum mobile 
it remains in the cecum for two or three days. This finding, how¬ 
ever, is only significant if associated with other clinical manifesta¬ 
tions of the condition, and, if absent, cecum mobile cannot always 
be excluded, for at the end of an attack the bismuth rapidly disap¬ 
pears from the cecum. I am inclined to believe that this will 
also be found to he true during the normal intervals. Strasehenko 
believes that the .r-rays are of little aid in the diagnosis. 

1 have had x-rays taken of 5 eases in which I suspected cecum 
mobile, for the purpose of determining whether bismuth persisted 
in the cecum for more than forty-eight hours. Four eases were 
positive and 1 negative. In all the positive eases the persistence of 
the bismuth in other portions of the colon, especially the transverse 
and descending colon, was quite as marked as it was in the cecum, 
although, as can be seen from the illustrations, the cecum appears 
to be a region of particular accumulation, and there is a somewhat 
clearer area in the neighborhood of the hepatic flexure. This 
accumulation in the transverse and descending colon, is not noted 
hy Klosc, perhaps, because he considers it comparatively unim¬ 
portant or because it did not occur. It is in my experience, and in 
the experience of Dr. Pancoast and Dr. Pfahl'er, not uncommon. 
It seems to me that it suggests that possibly more factors than the 
mobility of the cecum and lower part of the ascending colon are 
involved in these cases. 

The clinical picture is still, as Wiemann says, uncertain. The 
differential diagnosis is as yet based rather upon theoretical than 
upon practical considerations. Cecum mobile is commonly mis¬ 
taken for chronic appendicitis, and the distinction is rendered more 
difficult by the probability that the appendicitis forms a frequent 
complication. As Klosc and Rehn, and Wilms, the only surgeons 
to report any number of cases, invariably remove the appendix, its 
role in the production of the symptoms can only be guessed. Wilms, 
however, in 5 cases removed the appendix and diil not fix the 
colon, and none of them were benefited by the partial operation. 
For the direct diagnosis, Wilms depends upon the possibility of 
bringing the cecum to a position in front of the wound; Klose, 

'• Wien. klin. Wocb.. Ct02, p. . 117 . 
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upon the retention of the bismuth in the cecum for more than forty- 
eight hours. Tenderness over McBurney’s point and constipation 
are common symptoms; the signs of distended or relaxed colon, 
the gurgling on palpation, and particularly the attacks of pain 
relieved by posture, when it can be obtained, may suggest abnormal 
mobility of the cecum or typhlatonia. Of the other confusing con¬ 
ditions, the most important are probably disease of the right ovary* 
or tube in women, movable tender kidney, regarded by Haussmann 
as the commonest mistake, and adhesions following appendectomy. 
Cholelithiasis, pseudo-appendicitis, a very doubtful condition, and 
colica appendicularis, the correct diagnosis of which must require 
unusual skill, have also been mentioned by Fischler. The prog¬ 
nosis is usually favorable in the milder forms, at least death does 
not result, but some of the severer types of obstruction may lead 
to strangulation, peritonitis, and other grave complications, as in 
the cases reported by Wiemann, Heiler, and Strasehenko. 

The treatment is by no means definitely determined. Albu 
believes that internal measures, such as regulation of the diet, lax¬ 
atives, massage of the abdomen, and prolonged rest, may be suc¬ 
cessful. Fischler advises a diet somewhat restricted and carefully 
adapted to the patient, massage, exercise to strengthen the abdom¬ 
inal muscles, and the administration of bismuth, combined, if 
necessary, with magnesia and rhubarb, or if there is diarrhea, bis¬ 
muth salicylate may be used. Purgatives and oil and other enemas 
should be avoided. 

The majority of writers, Haussmann, Wilms, Klose, regard sur¬ 
gery as the only satisfactory remedy. The nature of the operation is 
not settled. Wilms dissects upward a portion of the parietal 
peritoneum, leaving a pocket into which the cecum is sutured. Relin 
and Klose simply attach the cecum to the lateral abdominal wall 
by sutures, securing a broad area of adhesions. This would seem 
sufficient in ordinary cases. As in all new operations for chronic 
conditions, the results are apparently uniformly favorable; at least, 
none that are unfavorable are reported, although Wilms speaks 
only in general terms, and Klose does not give the final results in 
all his cases. 

I can easily understand why the fixation of the cecum should 
prevent recurrent attacks of colic, if they are due to temporary 
obstruction, but it is not clear to me why it should relieve a chronic 
constipation or restore the contractibility of an atonic colon, 
and, therefore, purely upon theoretical grounds, it would seem 
desirable at the time of the operation to correct all displacements, 
kinks, or folds that are giving rise, or may in the future give rise 
to partial or complete obstruction. 

Case I.—Miss E. H., three years ago complained of feeling in 
poor condition, sleeping badly, suffering from rumbling and flatus 
in the bowel. There was habitual constipation, only partly relieved 
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Left Right 

Fia. 2.—Cue I. Same patient. Picture token at 0.15 A.M., two d&ys later, without further 
ingestion of bismuth. There is Still a slight accumulation of bismuth in the cecum. The 
main mass is in the transverse colon. 


Fio. I. —Case I, Two ounces of bismuth subcarbonate taken at 9 a.m. First exposure 
same day at 2.15 r.u. Plate shows a greatly distended and ptosed cecum, the lower end of 
the cecum being below the upper border of the symphysis. Some of the bismuth haa also 
passed into the transverse colon which is lifted by the distended cecum. The bismuth has 
not quite reached the splenic flexure. There is no bismuth in the stomach and mere traces 
in the small intestines. Therefore the motility of the stomach and small intestines is normal. 
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Left 
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by laxatives. In the past she had had frequent vomiting. On the 
first examination it was noted that the heart and lungs were normal. 
There was some tympany on the right side of the abdomen, and 
peristalsis was diminished, but no tenderness was found. Various 
laxative remedies and diets were tried, and the patient’s weight, 
originally about 130 pounds, increased steadily. Occasionally the 
cecum was palpable and gurgling was detected, but this was not 
invariably the case. The sigmoid flexure could also be felt from 
time to time as a firm cylindrical mass. About two years 
after the first visit, very distinct tenderness was elicited over 
McBurney’s point. The ascending colon at this time was distinctly 
palpable, and was tender upon deep pressure without flinching or 
rigidity. She underwent then a course of massage, having been 
assured by the masseuse that her constipation would be relieved. 
This produced considerable pain in the right side of the abdomen, 
and occasionally some pain on the left, and the constipation was 
not improved. The diagnosis of chronic appendicitis was made, 
and as during this long period of treatment, although the patient 
had gained in weight, she had never been wholly well, her parents 
requested that an operation be performed. This was done by Dr. 
Martin in June, 1911. The appendix was free and easily removed, 
and the postoperative course was entirely normal. For a short 
time after this she seemed distinctly better, but by August was as 
bad as ever, tiring easily and being moderately anemic. The cecum 
could still be felt, and the lower end seemed to be about the level 
of the interspinal line. The patient at the last examination was 
improved somewhat in strength and weight, but the constipation 
with occasional periods of relief was practically unimproved. She 
was, therefore, referred to Dr. Pancoast for x-ray study. On 
October 9 two ounces of bismuth subcarbonate in suspension were 
given at 9 A.M. A picture was taken at 1 p.xi., and showed that 
the stomach was empty and that a considerable amount of bismuth 
had already passed into the cecum. This confirmed the diagnosis 
of normal gastric and intestinal motility. On October 11, at 10 
a.m., a second picture was taken, and it was found that the cecum 
still contained a considerable amount of bismuth. It was abnor¬ 
mally long, extending considerably below the interspinal line. 
There was marked ptosis, with festooning of the transverse colon 
(see Figs. 1 and 2). 

Case II.—Miss E. P., was first seen in February, 190S. At 
this time she was feeling miserably, and complained of headache 
and nausea in the morning, dyspnea on exertion, inability to pur¬ 
sue her work, some gas half an hour after eating, and occasional 
bloating. At the age of twenty she had had an attack diagnosti¬ 
cated peritonitis. Thirteen years later, when the symptoms had 
persisted for years, the appendix was removed. Immediately after 
this operation she developed typhoid fever and was in bed seven 
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weeks. She had always been constipated, and since the onset of 
menstruation she has suffered from dysmenorrhea. At this time 
her weight, 1G1 pounds, was better than it ever had been previously. 
She is over six feet tall, however, and appeared poorly nourished. 
The abdomen was moderately tympanitic; there was considerable 
splashing in the stomach, and a good deal of tenderness over the 
right side of the abdomen and hyperesthesia in the same region. All 
the tendon reflexes were greatly exaggerated. The blood pressure 
was low. The patient stated that the ghost of her appendix had 
come back to haunt her, because there had been no relief from pain 
after the operation. The cecum was quite palpable, and from time 
to time gurgling was present. Considerable relief was given by the 




Fia. 3.—Ciu-c II. Bill one plate wan taken forty-eight hour* after the ingestion of two 
ounces of hivmuth *ul>cnrhonatc. This plate was not sharp enough for rorrrrt reproduction 
nnd the outlines of the shadows could only l>c seen by holding it obliquely to the light. The 
sketch ia an approximate reproduction of the shadow which indicates an enormous dilatation 
and retention in the cecum. The transverse colon is in good position and shows the |x.-r- 
uiancnt results of the CofTey de ration dune one and one-half years ago. 


application of adhesive straps to relieve the ptosis of the colon, but 
the constipation was difficult to overcome. The patient slept 
badly and had vivid dreams. She steadily lost weight, and the 
marked persistence of the tenderness led finally to the decision to 
examine the lower end of the colon in order to find out whether 
adhesions or some other condition could account for her disability. 
This was done by Dr. Clark, who found a few adhesions, which he 
severed, and closed the wound. Recovery from the operation was 
uneventful, but the patient was unimproved. She then decided to 
spend tile winter in Italy, in the hope of overcoming what one of 
her physicians believed to be a neurasthenic state. Unfortunately, 
she was in Sicily at the time of the earthquake, and believes that 
her failure to improve was due to the excitement of this period. 
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Upon her return a lump developed in the left breast, which 
was amputated by Dr. George Ross. Microscopic examination 
showed, however, that the tumor was a simple fibroma. Pro¬ 
longed rest cure under favorable conditions failed to give any 
relief; indeed, the patient seemed to be worse, and in view of the 
profound ptosis of the colon shown by x-rays, it was finally decided, 
after several consultations, that Dr. Clark should again operate. 
This he did, resecting a considerable portion of the sigmoid flexure 
and performing Coffey’s operation to relieve festooning of the trans¬ 
verse colon. This operation was only performed at the earnest 
request of the patient, who was willing to submit to anything in 
order to regain her health. There was no improvement, and the 
patient is now apparently a permanent invalid. The diagnosis is 
not definite, but I can recollect distinctly at the time of the second 
and fourth operations, at both of which I was present, that the 
cecum moved very freely, and was rather long and distinctly dis¬ 
tended. This did not attract the attention of any of us at the 
time, but the history of the case, the prolonged constipation, the 
failure to improve after the removal of the appendix, the palpable 
colon, all lead me to conclude that part of her troubles are due to 
an unfixed cecum. The x-ray taken two days after the adminis¬ 
tration of two ounces of bismuth showed marked retention in the 
cecum (see Fig. 3). 

Case III.—M. R. B., was first seen in February, lflOS. She was 
then a girl, aged fifteen years, who had been criminally overworked 
at school, being occupied from 0 a.m. until 8 i».m., and spending her 
recesses practising on the piano. As a child she had been well and 
strong. About the age of thirteen she began to have cramps in 
the abdomen. These would begin with severe pain in the right 
lower quadrant, and were sometimes associated with nausea and 
vomiting. As a rule, the attacks would last for twelve hours, then 
cease for two or three days. At first they recurred every two or 
three months, but later increased both in frequency and severity. 
In the intervals she suffered from a good deal of gas, nausea after 
food, and occasional vomiting. There was considerable tenderness 
over McBurnev’s point, and gurgling upon pressure on the cecum. 
Peristalsis appeared to be quite active on auscultation. The pul¬ 
sation of the right common iliac could easily be felt. The patient 
complained of constipation, which was only relieved by large doses 
of purgative drugs. She was placed upon a rest cure, during which 
she gained some weight, but the constipation persisted in spite of 
all forms of treatment. During this time she seemed extraordinarily 
listless for a girl of her age, and I ascribed this to anemia, the red 
cells being 3,280,000. After this she steadily lost weight, going 
from 1)3 to 81 pounds. The tenderness in the right lower quadrant 
persistcd. It was always worse during menstruation, and was 
supposed to be due to chronic appendicitis that was in part or 
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wholly the cause of the chronic constipation. Finally appendec¬ 
tomy was done by Dr. Edward Martin. The appendix was free. 
It showed slight signs of chronic inflammation. Recovery from 
the operation was prompt and satisfactory. There has been no 
improvement. The patient at various times has seen specialists 
in Europe, has undergone a course of osteopathy, and appears 
practically to have abandoned hope. No x-rays have been taken, 
but the history is typical. An occasionally palpable cecum with 
gurgling suggests very strongly that this is a case in which the 
movable cecum is accountable for the symptoms. 



L*ft Right 

Fin. 4 .—Cbm; IV. Riamutb KtilK-arbonatc, two ounces, in suspension at U aji. First picture 
12.4.1 Ml. Thr stomach still contained a I ante amount of the bismuth which is shown 
clearly. It is Mow the umbilicus. The return was greatly ptosed and ita shallow can be 
wvn extending beneath the ramus of the pubic bone. The bismuth has not distinctly reached 
the transverse colon. 


Case IV.—Sirs. J. B. P. was referred to me by Dr. W. R. Nichol¬ 
son. She camccnmplainingof loud purpling and discomfort in various 
parts of the abdomen, periods of obstinate constipation alternating 
with diarrhea, and always much mucus in the stools. The appetite 
\vas poor. Menstruation was normal. The weight, 105 pounds. 
The cecum was palpable as a somewhat irregular freely movable 
mass containing some small hard lumps and the lower edge was one 
inch below the intcrspinal line. The lower edge of the liver was 
palpable, but the right kidney anil sigmoid flexure could not he felt. 
This condition has persisted for years. Laxatives seemed to have 
fairly good results, and the bowel movements became more regular. 
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The appetite was poor, and the weight failed to increase. The 
cecum continued tender, and there was some diffuse tenderness 
over the whole of the lower part of the abdomen. There has been 
no evidence of gastric retention. There was extraordinary improve¬ 
ment for a short time after the application of adhesive straps. Two 
ounces of bismuth were administered, and x-ray pictures taken 
four and fifty-two hours later. There was no evidence of retention 
in the stomach or small intestines, hut marked evidence of reten¬ 
tion in the cecum for a period in excess of forty-eight hours (see 
Figs. 4 and 5). 



Ixft night 

Flo. 5.—Cose IV. Picture takes at 9.30 *.«. two days later. The cecum is still greatly 
distended with the bismuth and lifts the right side of the transverse colon which is festooned. 
The dilatation and motility of the cecum and ascending coton and an apparent obstruction at 
the splenic flexure nil seem very distinct. 


Case V.—Miss A. G. C. was referred to me hv Dr. Frank Craig. 
She complained of chronic constipation. Seven years ago she had 
had a slight attack of pulmonary tuberculosis, from which she had 
completely recovered. For two years the bowels have moved only 
after the administration of large doses of purgative medicine, par¬ 
ticularly sulphate of magnesia. The fcccs often contain mucus, 
and sometimes blood. Seven years ago, after treatment for tuber¬ 
culosis, she weighed 130 pounds. Her present weight is 104 pounds. 
The thoracic organs are normal. The cecum is distinctly palpable, 
the lower edge extending half an inch below the intcrspinal line, 
moves freely, hut there is no gurgling and it is not tender. The 
sigmoid is palpable. The stomach is ptosed and atonic. Peristalsis 
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I/?ft Right 


Fio. 6.—Case V. liiiiintitii taken at 0 a m First plate at I2.J5 i*.m. name day. Stomach 
i» ptoacd, somewhat sacculated, and lies fnr to the left and lielow level of the umbilicus. The 
cecum is ptoacd and dilated. There are traces of bismuth in the small intestines and some 
has already passed into the transverse colon. 



Left Right 

Fin. 7.—Case V. 9.30 a.m. two days later. Cecum is still considerably distended. There 
is also apparently considerably distention of the median portion of the transverse colon. 
Very little of the bismuth lias bc-n discharged. 
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is greatly diminished. The right kidney is in the fourth position. 
The patient was given bismuth and y-ray pictures were taken at 
intervals of four and fifty-two hours. These confirmed the physical 
examination, showing marked retention of bismuth in the cecum, 
and also in the large intestines (see Figs, b and 7). 

No very definite conclusions can be drawn from this study. 
There seems to be- no doubt that many cases are wrongly diagnos¬ 
ticated chronic appendicitis, that in these cases the removal of 
the appendix, even if it shows signs of inflammation, is not followed 
by the relief of the symptoms, and, therefore, some other etiological 
factor must be active. In no less than 3 of the 5 cases I report the 
appendix had been removed, and in every instance described as the 
seat of a chronic inflammatory process, and yet in none of those 3 
was there any relief afforded, and in 1 subsequent operations were 
equally futile. 

Although a great deal of work has been done upon the various 
positions of the colon, the cecum and ascending colon have been, 
comparatively speaking, neglected. This is due in part to the 
striking displacements of the transverse colon and sigmoid flexure. 
Recently, during an autopsy upon a case of pleural effusion and 
myocarditis that had died in my wards at the Philadelphia Hos¬ 
pital, I asked the pathologist to examine the cecum, and he foand 
that it was not attached to the abdominal wall until a point mid¬ 
way between its beginning and the hepatic flexure was reached, 
and that, moreover, the lower end was reflected backward for a 
distance of two inches and fastened by adhesions between the 
two surfaces of cecal peritoneum. This is only mentioned as an 
illustration of the ease with which these anomalies may be over¬ 
looked even by a very competent pathologist. 

It seems to me likely that the essential lesion in these cases is 
the atony which results from the partial and'occasional obstruc¬ 
tion, and I am inclined to agree with Fisehler that the term typh- 
latonia is better than cecum mobile, but the latter appears to be 
now established. -The mere discovery that the cecum is palpable, 
movable and retains bismuth for too long a period should not be 
regarded as an adequate explanation for obscure abdominal symp¬ 
toms unless all other conditions are excluded, and from the study 
of my own cases I am strongly inclined to believe that the dis¬ 
placements of other portions of the colon, the co-existence of a 
catarrhal colitis or an associated chronic appendicitis will be of 
importance in determining the indications for treatment. 
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